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EUMMARY STATENENT OF DEFICIENCIES C D PROVIDER'S PLAN GF CORRECTION )
E‘éﬁ (EAGH DEFICIENCY I\EﬂUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTIQN SHOULE BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFY NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
' i DEFIGIENCY)
F 000 | INFFIAL COMMENTS [ F 000; i

; : | 1. What carrective action(s) will be
2]'
I::Aé:gg.nded 587 11/8/16 to refiect r:emova! of accomplished for those residents

F 248 483.15(f)(1) ACTIVITIES MEET F 248 found to have been affected by | [11/18/16
"'.9_5"“'0 INTERESTS/NEEDS OF EAde'RES the deficient practice: Notified ; :

The faclfity must provide for an ondoing program , family and updated activity
of aclivities designed to mee?i irtu' ?h ordance with preferences on resident #2 on
the comprehensive assessment, the interests and \ -
the physical, mental, and psyénosécial well-being +,10/31/16. Quality of Life team
of gach resident, ! reading doing one on one Bible
_ . reading and snacks with Resident

This REQUIREMENT (s not mat a5 svidenced #2.
by i :
Based on medical record teview, observation, 2. How will vou identi r \
and interview the facllly falley to hanor actvily 4 Howwill you identify other |
preferences for 1 vésldent (#2) of 4 resident residents having the potential to
reviawed far activities of 30 residents reviewed. : be affected by the same deficient
The findings Irncluded: ! : practice and what corrective

t : action will be taken: Quality

Modlcal record review cevealgd Resident #2was | .
edmitted 1o the fagility on 912&08 \iith diagnoses - Assurance Perfo rmance

.| nciuding Anxlely State, Depressiv : Diegrdar, Improverment (QAPI) Director to
Hemiplegia, Subdural Hemorthage, Emphysems, . review activity log for past month
Osteoarthrosls, Joint Stifness, and Comvuisions : view activity log for past mon

for any residents not

Medical {?&ords'i‘eview of the a}nr;uql Minimum : participating in group activities
Data Sef ((MDS), Preferences'fo Customary - '

Routine Activities, dated 1/6/15 revbaled it was - by November 11, 2016. Those

very important to listen to the nusld, somewhat ' resldents identifiad wishing not

important to keep up with the hews, do things

with groups of people, do favdrite Adtivilies, go to participate in group activities

outside to get fresh air when 1he.w+ather Is good, care plans will be updated to

and participate in refigious senviges, ' . reflect wishes by November 16,

Medical record review of MDS deteld 9/23/16 ' ‘
N i .

LAHGRATORY DIRECTGRS OR PROVE Egﬁr;ﬁé  REPHROENTATIVES SIGNATORE TITLE {<5) DATE
o ki oo 17216

Any defisiency statoment onding with an asterigk ] dann}ea a deficiency which the inatlwlion may be sxcused fiom correcting providing it Is determined that
athar safaguends provida sufficlent protaction 1o thdl patients, (Ssa Instructions.) Esgopt for nursing homes, the fndings statad ébave are diaciosabls 90 days
fallewing the date of survey whether of not a plan of cowetlion Is erovided. Fof hursing homs, tha sbove findingd and plene of gorractlon are discloasble 14
days fallowing the date these documents ase madé) avaiIaFre lo the factity. If deficienciaE are afted, an approved plan of correction Ts raquiaita to santinuad
prograr partiglpation. ,
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v FORM APPROVED
—CENTERS FOR MEDICARE & MEDIGAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%9} PROVIDERISURPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} fATE SURVEY
AND FEAN OF CORRECTION lDENTI'-‘lchFN HNUMAER; A BULDING COMPLETED
. 44#209 B.WING | o 10r12/2016
NAME OF FROVIDER OR SUPPLIER ' STREET ADDRETS, CITY, STATE, 21P CODE

rovealad the resident egored:a 7 m’-n the BIMS,
indicafing the resident had selerely impajred
cognitive skills, totally dependent oy bathing,
somelimes understoed others andiresponded
adequately to simple direct cemmynication,

i
Medical record reviaw of the Annui Quality of
Life Lifastyle Revlew daled 1/0/16 revealed
Residant#2 anjoyed nspirationat/religious
setVices, group, and cooking/foéd activities,

Review of the August and Selﬁtémli!;er 2018
aclivity calendars revesled g roup religlous
8BIVIces were provided 7 fimes in August and 8
fimes In September 2016, Firtherlreview
revealed cooking/ foed activities wére provided 3
times in August and 4 fimes irj September 2018,

1
Medical racord teview of the dofivil Daily
Participation Log for August ahd Séptember 2016
revealed Resldent #2 had notiattended any group
acfvities. :
Observation revesied Reside [l ying on the
bed in his raom at the following times: 10/10/16 at
1000 AM, 12:Q0 PM, and 3;30 P 101116 |t
8:00 AM, 8:46 AM, 9:45 AW, dad 10:00 AM: -
10:‘12;;15 at 7:49 AN, 9:38 AM, 10:06 A, and
105 PM, : :

bl :
Intervisw with the Activilies Ditectat on 10/12/16
et 10:48 AM, in the conferencé rooin, vonfirmed
the resident bad not been proyided assistance to
attend group activitles for inspirationaliraligious
services or cookingffood activities. Continued
interview confirmed the resident had not been
provided any out of yeom activities for the past 3
menths, P '

SUMMARY STATEMENT OF‘E EIG[ENTIES o PAOVIDER'S FLAN OF CORRECTION )
;}I;‘EFIE( {EAGH DEFICIENCY MUST BE & EEgEEJED BY FULL PREFIX (EACH CORRECTIVRE ACTION SHOULD BE cm%rg.énou
TAG REGULATORY OR LS$¢ IDENTIFYING mroammcm TAG CROB8-REFERENDED TO THE APFROPRIATE
! ! BEFICIENGY)
0
!
F 248 | Continued From page 1 I F 248

2016. Activity care plan will be
reviewed during Interdisciplinary
Team meeting quarterly for cach |
resident ’

What measure will he put into
place or what systemic changes
g;.:itl you make to ensure that the
Eeﬁcient practice does not recyr:
QAPI director to audit activity
participation togs for each
resident monthly for 3 months
and then quarterly

How the corrective action(s) will
be monitorad to ensure the
deficient practice will not recur;
i.e., what quality assurance
program will be put into place; ,
QAPI director to audit activity |
participation logs for each :
resident monthly far 3 months J
and then quarterly Audit results

will be reported to QAPI

committee monthly.
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'STATEMENT OF DEFICIENCIES #1) PROVIBER/S{PPLIERICUA %2) MULTIPLE CONST : .
AND PLAN OF CORREGTION ( IDENTH =IG?\TI1JN NUMBER: L‘ ;LT"_;,NZ .?ON roeTion xa gggnife%ﬂ

. 445209 'B. WiNG 10/12/2018

NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, GITY, STATE, 2IF CODE

431 HINCH STREET
SPRING CITY CARE AND REHABILITATII’IOhIl CENTER SPRING GITY, TN 37381
[4) (D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION %8
PREFIX (EACK DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE ACTION SHOWD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO) THE APPROPRIATE OATE
h] ) L : DEFICIENCY)
' I T
1 L}
F 279 | Continued From pags 2 . F 2?9i 1. What corrective action(s} will be '
FF 279 | 483.20(d), 483.20(k)(1) DEVELOR F 279! ki id nAene
36D | COMPREHENSIVE GARE PLANS = :ccc’g’f ';hed ’:’r th°§fe :”d Ents
- . dund to have heen affected by
A facility must ugse the rgsultsiof thL assesement the deficient practice: Resident# -
to develop, review and reviselthe resident's . ,
comprehengive pla of care. r 7's care plan reviewed and
The facilly ¢ devel ; pr#lh . ) updated on October 11, 2016 and
s facility must develop a egmpréhensive care -t . |
plan for each resident that inqludes measurable October 12, 2016 ta reflect '
objectives and timetebles to mest h resident's resident’s current status.
medicel, nursing, and mentalland peychosociel
needs that are identified In thé comprehensive 2. How will you identify other I
assassment. . ' : .
U l . residents having the potential to -
The care blan must describe the SxIViCE'.S that are be affected by the same deficlent
to ba fupnishod fo attaih or mYintais the resident's ; :
highest practicable physical, ental, and practice and what corrective
gf‘gghggociacli well-being as t‘I"xe uire [under action will be taken: Minimum ..
<3¢ 8nd any serviges that wolld otherwise : :
be requlred under §483.25 bi arelnot provided Data Set (MDS) nurses, Director i
dus to the residants exercls.gl of rights under of Nursing (DON), Assistant !
§483,10, including the right tol refute treatrment sing Di
under §483.10(0)(4) : : Nursing Director (ALTON), Staff
i Development Coordinator (SDC)
This REQUIREMENT | \ : i r to complete 100% audit of
by;s T ie not et as evidenced - remaining residents’ care plan
B%sed on medical record review, gbvervation, | and medical record to ensure |
and interview, the facility failad to provide a : ; ,'
comprehensive plan of care for 4 resident {77} of ] that a comprehensive care plan !
1 resident reviewed for hsmoxIalys.es care of 30 :  hasbeen developed by
residents reviewed. o . November 16, 2016.
The findings included: : X : | 3. What measure will be put into
Mdetlicald recard review re».realgld 'Regsidant #7 was place or what systemic changes
admittad to the facility on Sep ¢mbor 23, 2015, :
with diagnoses Inoluding Anertﬂa. Hypertonsion, will you make to ensure that the
, End Stage Renal Diseass, SejzqreiDisarder, .
FORM CM5-25 Evenl ID: T4 It continuation sheet Pags -3 of 7
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STATEMENT OF DEFICIENCIES 1) PROVIDER/SIPRLIER/CLIA (X2) MULTIRLE GONSTRUGYION RVEY
AND PLAN QF CORRECTION IDENT‘IEICN'I DN NUMBER, A :,Uu_a,,m . o g&ﬂepféjmm
' 445209 B, WING 10/12/2016
NAME OF fROVIDER OR SUPPLIER : SYREET ADORESH, CITY, §TATE, ZIF CODE

331 HINGH STREET
SPRING CITY, TN 37381

SPRING CITY CARE-AND REHABILITATION CENTER

“SUMMARY STATEMENT OF DEFIC[ENCIES D PROVIDER'S PLAN OF CORREQTION (&
;’;:E-}r-w)x (EACH DEFIGIENCY MUST BE BRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE naM;:;E_’Enou
TAG REGULATORY OR L3 G [DENTIFY]NG INFORMATEON) TAG GRUES.REFEREII;ECEEE!Q cT:’-i)EAPPRUPRmTE
i " deficient practice does not recur:
F 278 Continued From page 3 | F278 *  Alllicensed nurses will be re-
Anxiely. and Depression. ' '

S © educated on the development

Medical record review of the pursi Ig admiasion - . and updating of resident’s

asgessment revealod the FESLdEhthlad a central - Interim Care Plan, as well as, the |
diblysi : :

venous catheter (CVC) for he!rna ihlysis access Complete Care Plan by Novermber |

Medleal record review of the om rel;?nslve . 11,2016, A Care Plan

Care Plan dated 6/2/18 reveafed "Prablem ; .

Potential for complications re téd%o . : Conference will be conducted
hemodialysis...” Continued review revealed the i Juarterly with the resident and

approaches/interventiens did hot Inclide 2ny care .
plannihg for the resident's ¢ & ha{nndialysis | ar POA/Family and the
access, . Interdisciplinary team to

coordinate resident’s

Observation of Resident #7 of 10!?2!16 at 8:45

AM, revealed g white 4x4 dréssinglover the et ; comprehensive care plan and
slte of the CVC at the right shpuldqr area. i update as needed. ,
Interview with Licansed Practcal Nursa (LPN) #3 4 Howthe corrective action(s) wil
on 10/12/16 at 8:00 AM, in the nurding station, be menitored o ensure the

revealed LPN¥#3 recently had|to cfiange tha GV¢ '

- deficient i i
dressing afier Resldent #7 had showered. The ": practice will not

interview confirmed Resident'#7's tare plan did . fecuriie., what quality assurance -
notinolude dressing care for the CVC. | program will be put into place:
Intérview with the Diractor of Nurses on 10/41/16 | 20%random audit of Care Pians
?r; 2330 PM, iin the cbnfamnoefropicanfinned. ' will be compieted by -

m admission 9/23/16 to thel presknt time, the ; iscioli -
resident had a CVC tor hemo ialygjs accass and : lnferd'smp]maw Team Mon,day f
the comprahensive care plan did not include cara . Friday for4 weeks, then3 times |
for the CVC. ; '

' weekly for 4 weeks, then weekly

, : ! | for 4 weeks, or until 100% .
F 312 483.25(a)(3) ADL CARE: PRO{:’IDEP FOR F 312 | compliance is maintained for 2 T1/18116

ss=0 | DEPENDENT RES!DEINTS I weeks. Results of audits willbe -
" | Atesident who is unable to carry mlt actlvilles of i reported to the QAPI committee
dally living recelves the neceshary services to . monthly.

] ! .
TORM GMB-2567(02-98) Previous Varsians Obsptetz | EvenlIO:ETiLY Faclily iD; TN7zo3 i continuetion shest Page 4 of 7
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}
/| 444208 B. Wing — 10r42/2016
NAME OF PROVIDER OR, SUPPLIER | : STREETAODRESS, CITY, STATE, ZIF COTE
] i 321 HINGH STREET
SPRING CITY CARE AND REHABIL!TI;\T!PN CENTER, . BPRING CITY, TN 37381
x4 Ip SUIMMARY STATEMENT OF PEFICENGESD IR PROVIDER'S PLAN OF CORRECTION )
PREFIX (BAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY QR L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE: DaTE
: ! ) DEFICIENCY)
. ' i . 1. What corrective action{s) will be '
F 312 Cmi':tinued From page 4 r+| . F 312 accomplished for those residents 11/1818
maintalh good nutrition, gro cand persanal
and ot?al l’?ygier::a- ton, groathing _ pe ! found to have been affected by
! the deficient practice: Resident & -
rL : 2 was asked preference between
This REQUIREMENT is not ihet 55 evidanced a baths or shower and stated “|
by: I' . o », - H
Baged on medical record roy aw, dhaervation I don’t want either, b,Ut a bath.
showers for 4 resident #2) ofj4 res’fidents . Nursing {(DON} and she stated
raviewed for activity of dally [ITing needs of 30 ﬁh Resi :
residents reviewed, : wnatever Resident#2 prefers she .
. i is okay with. Care plan updated
The findings Included: P . toreflect resident ¢hoice, on
Medical record review revealgd Resident #2 was i November 4, 20185.
ladrrldtted to the faeility on 9/25/08 with dlagnosss :
naluding Anxiety State, Deprdsaiv Disorder, 2 H ill i i h
Hemiplegia, Subdural Hemor] age, Emphyssrma, 5 2 m,N willyou fdent fy ot er. :
Ostevarthrosig, Joint Sﬁﬁnesg. and Convuisions, {  residents having the potential to
Medical racord review of M| i ]D o Set be affected by the same deficient
review of MinimumData Se :
dated 9/23/16 ravealed the id'en;t scored a 7 oh practice and what carrective
;he BIMS, indicating the rdsident had saveraly action will be taken Residents,
mpaired cognitive skills, totally de endent for :
bathing, sometimes understodd o jers and , with & ,BIMS Ies_s than &, ADL c-are :
responded adequately to simgle direct . Planwill be reviewed for bathing
communication, ' : preference. Responsible party or
Medicai record review of the Gomiphohensive | Powerof Attorney will be
Care rlan dated 1/7/16 and ¢ iae:{inon /26116 | cantacted to update bathing
revealed, “...resident has ADL[jActilities of Daily
Living] seIf care deficit, .. kath 2x [tit es] week..." i Emfe regce ;’: ';SILSCE rRe ;{ldan 2"
' ovember 14, . Residents
Review of the Bafhing Repart Hated 8/1/16 . with BIMS 8 bove will be
through 10/12/186 revealed 1haPresl ent received a ! B orenave b
shower on 5/16/16 and 10/3/16, |
Observation with Licensed Pr%cﬁm!l Nurse (LPN}
FORM CMS-2887{02-96) Pravious Verslons Obzaleto ; Evant D ET1L11 Faciiity 10; TM72ap H semitinuation eheet Pago 5of 7
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ATEMENT OF B ICIENGIES 1) FROWDER/SUPPLIER/CLIA 1 {2 MULTIPLE CONSTRUCTION DA
AND PLAN OF CORRECTION ml_smuTchﬂom NUMBER: A BULOING " oML ETen
]
l ]
‘| 428209 B, WING _ _ 10/42/2016
NAME OF PROVIDER OR SUFPLIER 1 STREETADDRESS, CY, §TATE, 2IP CODE
. o 331 HINCH STREET
SPRING CITY CARE AND REHABILITATJPI\} cIEm*hﬂ SPRING CITY, TR 37361
WIMARY STATEMENT OF, PEFICIENCIRS ()] PROVIDER'S PLAN OF CQRRECTION e
F('§4 p.!ﬁ{ (mse-iun%mucﬁrmt.lﬂ EE P! ECEDFED BY FULL pR[EHx (EACH ODIRRECTIVE ACTION SHOULD Bt GOMPLETION
TAG REGULATORY OR LB IDENT[FY!NG INFDRMATION) TAG CROSS—REFERESEHEEIEﬂ;’%E APRPROPRIATE DATE ]

| interviewed to determine their

F 312 ;| Continued From page 5§ ' ejd Fa . bathing preference and care
#1 on 10/12/16 at 1:40 PM revealel the resident s il e ot
fving on the bed, positioned of: thelright side, | plans will be updated by

: E November 14, 2016.
Interview wilh Resident #2 on' 10/12/16 at 12:44 _ 1

PM, IHis room, reveaisd they residarnt wbtid fike © 3. What measure will be put into

to get up and receive a shower. ' , [
T : place or what systemic changes |

tnterview with the Director of Nursihg {BON) on .. will you make to ensure that the

10/12/18 at 1:25 PM, in conference oom, i '

: revaaled residents were to recsive showets twlce - deficient practice does not recur: |

a Waekéang conﬁrr&ad Resident.#2 had not ¥ Education to licensed nurses and :
received showers twice a wedk, | ; . ; i
F 614 | 483.75()(1) RES i F 514 certified nursing assistants on !

$8=D RECDRDS-COMF’LEFEIACdURA’TI‘E!ACGESSIB residents bathing preference by |
LE !

KA November 11, 2016. Audit of
: i

The facility must maimain clinjoal records on sach - ADLbathing report Monday- |
resident in aacordance with g cepﬁ?d professlonal ' Friday for 2 weeks, 3 times a '
standards and practces that '%re complets;

accurately documented; readily acéessible: and week for 4 weeks, weely for 4
systematioally organized. ' weeks, and then monthly for 3
The clinical record must contzin sdfﬁcient months,

Information to Identify the resﬁq:leht la record of the . : ,
resident's assessments; the plan of cara and + 4. How the corrective action(s) will

services provided; the results 'of any
preadmission scresning candlicted by the State:
and prograss notes. o

be monitored to ensure the
deficient practice will not '
recur;i.e., what quality assurance

Thils REQUIREMENT is not fhet as evidencsd + program will be putinto place:
by ; Audit of ADL bathing report
Based on medical record review and Interview, Monday-Friday for 2 weeks, 3
the facliity foilod to malntafn an acelrate medical . onaay-rricay weeks,
record for 1 resident (#42) of 20 résidents ' times a week for 4 weeks, weekly '
1 .

Teviewsd, i for 4 weeks, and then manthly
i
i

The findings included:

[
FORM CIMS-2887(02-90) Previous Vorsions. Obsolate || i Bwent ID: E74L(1 Eaellily ID: TN7203 * It continuation sheet Page 6 of 7
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STATEMENT OF DEFJOIENCIES 1) PROVIDER/SUPRLIRRIGLIA {<2) MULTIPLE CONSTRUSTION '
AN ; f {X3) DATE SURVEY
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444209 o Wike 10712/2018
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Predicting Fressure Sore Risk datéd 10/1/18
revealed the rasident was at thild rlsk for
pressure sores. ' '

N

|
Medica! record review of the Eraden Scale for

Medical record review of the Nufslmg Admission
Skin Evaluation dated 10/1/1€ revealed *...has 4
Desublius on buttocks...mea ures laprox

{approximately] 3.5 cm [centitheter 5l % [by] 4 em x
0.3 om." K

Intervisw with the Director of Nursing on 10/12/16
at 8:45 AN, in the Adminlstratdr’s office confimed
the electronic medical recordivas ;?at accuralte
dus fo the Nursing Admission:Skin [Evaluation
and the Braden Seale for Predicting Pressure
Sore Risk both wera dated 1071/18%and fhe
resident was not admitted to 1fae fai:mty until
10/8/18, |

|
L

1 accomplished for those residents
found tao have been affected by
the deficient practice: Resident
#142 admission assessment
reviewed and a note has been
made te reflect that admission
assessment including Braden
-Scale and Skin assessment were
not completed on 10/1/16, but
upon admission an 10/8/2016-
10/9/2018,

2. How will you identify other
residents having the potential to
be affected by the same deficient
practice and what corrective
action will be taken: Current
residents admission assessments
were reviewed for accurste dates
by Director of Nursing (DON) on
October 28, 2016, Any issyes
identified were corrected.

{%% 1D SUMMARY STATEMENT OF DEFICIENCIES > FROVIDER'S PLAN OF CORREGTION x5
PREFIX {EACH DEFIGIENCY MUST BE P&E@E@DBY FULL PREFIX {EADH CORRECTIVE ACTION SHOULE B COMPL B [ON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE LATE
. [ DEFICIENCY)
F 514 | Continusd From page 6 ‘: | £ 312 | ] fo‘r 3 manths. Results of audit
o _ | : will be reported to the QAPI
Medical record teview of the Admidsion Record committee monthiy.
Face Sheet revealed Resident #142 wag
admitied to the facilily an 10/8/18 Jilh dlagnoses
including Urinaty Tract Infection Piegsure Ulegr
of Sacral Reglon Stage 4, Anxisty Disorder, and
Spina| Stanosls. vy o h . ) il
Fsi4] 1. What corrective action(s) will be 1816

FORM CM3-2687(02-80) Preylous Varsions Qb3oleta

i
E Event ID:E71L44

Faeiity 1D; THY7203
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